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of federal-state partnership that may prove increasingly desirable in health policy in the future. Given the serious fiscal constraints of the federal government and a majority of the states, future intergovernmental initiatives in health policy are unlikely to be successful if they require substantial amounts of new funding. Various recent federal mandates, including many in health care and public health regulation, have generated requirements for additional state spending with little or no federal funding support, leaving states increasingly cynical toward new initiatives from Washington (Conlan, 1991; Zimmerman, 1991). As a result, any EMS-C policy strategies that call for major new state expenditures or impose significant new federal oversight are virtually certain to meet state—and local—government resistance and face considerable implementation problems.
By contrast, the proposed federal center, plus state lead agencies, are intended to stimulate rather than impose requirements for state actions. This approach recognizes the extraordinary diversity in state capacity to fund effective EMS-C programs as well as the tremendous interstate variation in the challenges that EMS-C providers face. Rather than attempt to compress these different states and situations into a uniform national model for EMS-C, the idea is to give new prominence and visibility to the issue at both the national and state levels while permitting each state to explore its own unique circumstances and opportunities for improvement.
In fact, a growing body of literature on intergovernmental relations emphasizes the limitations of federal policy interventions that involve rigorous federal "command and control" over state actions (Conlan, 1988; Anton, 1989). More coercive interventions may be warranted in those situations where a need for a uniform federal standard exists and its implementation is feasible. Construction of interstate highways is a case in point, as are eligibility standards for Social Security and Supplemental Security Income, Medicare reimbursement practices, and standards for federal MCH block grants. All of these programs, however, run a risk of fostering intergovernmental conflict and developing a preoccupation with procedural compliance rather than creative problem-solving; more innovative partnerships may be more desirable and more effective (Wilson, 1989; Osborne and Gacbler, 1992).16
In some ways, the committee proposals may be in the tradition of past federal health policy efforts under the Hospital Survey and Construction Act of 1946 (the Hill-Burton Act), which is seen as a unique model of intergovernmental problem-solving and relative ease of implementation (Peterson et al., 1986). The primary purpose of the Hill-Burton Act was to fund hospital construction and expansion, but it also provided each state with a small amount of funding to develop planning groups that could examine state hospital needs and develop statewide priorities for allocating subsequent Hill-Burton dollars. This approach recognized the enormous interstate variationcts be a model for the sortAttractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
